We examined trends in indoor tanning among US adults during 2010-2015 and its association with sunburn.
We analyzed data from the 2010, 2013, and 2015 National Health Interview Survey (NHIS), a nationally representative sample of the US civilian noninstitutionalized population aged $18 years. Respondents were asked about indoor tanning and sunburns (from the sun or indoor tanning) during the preceding 12 months. We calculated the prevalence of indoor tanning and examined linear trends using regression analyses. We examined the association between indoor tanning and sunburn in 2015 using multivariable logistic regression and presented results as predictive margins. Parallel analyses were performed among nonHispanic white women aged 18-29 years, the most common users of tanning devices. Annual response rates were 55.2%-61.2%, and sample sizes were 25,233-33,912 persons. Sample weights were applied to account for the complex study design. Data were analyzed using SUDAAN 10.1 (RTI International).
Adult indoor tanning decreased from 5.5% in 2010 to 3.5% in 2015 (P \ .001), from 8.6% to 5.2% (P \ .001) among women, and from 2.2% to 1.6% (P ¼ .004) among men (Table I) . Among nonHispanic white women aged 18-21 years, indoor tanning decreased from 31.8% in 2010 to 20.4% in 2015 (P ¼ .011). In the adjusted model, indoor tanning was positively associated with sunburn; 40.8% of indoor tanners reported at least one sunburn during the preceding year compared with 33.9% of nonindoor tanners (P \ .001) (Fig 1  [see page 1193] ). Among nonHispanic white women aged 18-29 years, 76.9% of indoor tanners reported a sunburn compared with 62.5% of nonindoor tanners (P ¼ .001).
Indoor tanning among US adults has decreased, including among the most common users. In 2015, an estimated 7.8 million adults engaged in indoor tanning, down from 11.7 million in 2010. Increased awareness of risks, 1,2 implementation of a 10% excise tax in 2010, state laws restricting minors' access, 3 new safety measures from the US Food and Drug Administration, 3 and a Call to Action from the US Surgeon General promoting prevention efforts 4 might explain these declines. Indoor tanners were more likely than nonindoor tanners to report sunburns, possibly from tan-seeking behaviors and misperceptions about tanned skin. Persons with tans might overestimate the protection conferred by their tanned skin (or a base tan), possibly leading to additional overexposure to ultraviolet radiation. When asked in 2015 about problems associated with indoor tanning, 6.7% of indoor tanners (an estimated 526,000 adults) reported having been burned by an indoor tanning device in the previous year.
This study is subject to certain limitations. Results from the NHIS are generalizable only to the noninstitutionalized, civilian adult population. In addition, the use of cross-sectional data does not permit a causal inference between indoor tanning and sunburn.
Continued efforts are needed to further reduce indoor tanning. Given continued use among young women and the availability of indoor tanning in unregulated facilities near college campuses, 5 colleges can adopt policies that discourage indoor tanning. Physicians can counsel young adults as recommended by the US Preventive Services Task Force. 4 Reducing indoor tanning remains an important opportunity for the primary prevention of skin cancer. Response to apremilast in patient 2 with gluteal hidradenitis suppurativa. A, Before therapy, erythema, edema, confluent nodules, multiple fistulae, and comedones are present. During therapy, a reduction in erythema, edema, and nodules was observed, though comedones, scars, and hyperpigmentation remained. B, After 2 months of therapy. C, After 8 months of therapy. D, After 9 months of therapy. Indoor tanning is defined as using an indoor tanning device (such as a sunlamp, sunbed, or tanning booth) $1 times during the 12 months before the survey. Does not include getting a spray-on tan. Estimates based on weighted data. Sample sizes (n) are unweighted. Percentages and 95% CI are based on weighted population estimates. CI, Confidence interval. *P value based on linear contrast for trend among the estimates over the 3 years. Patient-provider race and sex concordance and the risk for medication primary nonadherence
To the Editor: Racial concordance between patient and physician might be associated with improved patient satisfaction and care. 1, 2 Little is known about racial concordance in dermatology, a specialty with few Hispanic (4.2%) and black (3%) physicians compared with the US population.
3 Primary nonadherence, the rate at which patients fail to fill and pick up new prescriptions, is a significant cause of nonadherence. 4 Medication nonadherence has been linked to poorer patient outcomes and increased health care costs. 5 In this study we aimed to measure the effect of race and sex concordance on medication primary nonadherence. The University of Texas Southwestern Medical School Institutional Review Board approved the study. Due to the retrospective nature of the study, consent was not necessary. A data use agreement was also approved for use at the University of North Carolina at Chapel Hill.
Parkland Health and Hospital System (PHHS) is a large, public hospital system in Dallas, Texas that offers a taxpayer-subsidized health insurance plan for uninsured, low-income residents including subsidized prescriptions if patients use a PHHS-affiliated pharmacy. Data from the pharmacy system were linked to the electronic medical record system of PHHS for new patients (no visit in previous 3 years) in the outpatient dermatology clinic from January 1, Fig 1. Association between indoor tanning and sunburn among adults, National Health Interview, 2015. Indoor tanning defined as using an indoor tanning device (such as a sunlamp, sunbed, or tanning booth) $1 times during the 12 months before the survey. Does not include getting a spray-on tan. Sunburns include burns from the sun and from indoor tanning. Bars represent 95% confidence intervals. Differences are statistically significant across all 4 groups (P \.05) after controlling for age, sex, and race/ ethnicity among all adults; age and race/ethnicity among sex-stratified analyses; and age among nonHispanic white (NHW) women. 
